Abstract Major policies in payment and regulation over the past several years have focused on improving health care in all departments and reducing avoidable emergency department (ED) visits and readmission. These new pressures on delivery of health care require collaboration among staff of emergency, hospital medicine, and postacute care departments, not just transfer of patients to each other. This article will describe policy and regulatory pressures on emergency departments, hospitals, and postacute settings, identify common areas of interdependence, and make recommendations for successful collaboration.
Introduction
The cost of healthcare in the United States is high, and growing at an alarming rate. National health spending will account for nearly one-fifth of the US economy and reach $4.8 trillion by 2021; almost half of the costs of health care will be incurred by federal, state, and local governments [1] . A significant force driving the high cost of health care is the prevailing fee-for-service payment system, in which providers are rewarded for volume. Numerous studies have revealed that ''more'' care is not necessarily ''better'' care, and that, in fact, the US ranks exceptionally low on the basis of health care status as a function of what we spend as a nation [2] .
A major policy focus of the Affordable Care Act is to stimulate restructured care by the delivery system to promote ''better care at lower costs, through improvement.'' The objective of the Affordable Care Act is to reduce costs by penalizing hospitals for excessive readmissions, by creating new payment structures for periods of care, and for population management, and by transferring patients from expensive facility-based long-term care to less costly community-based care and services [3] .
As the healthcare industry undergoes substantial transformation, emergency medicine physicians and hospitalists find they are crucial participants in a new environment of policies, projects, and regulations that are of great importance to other participants with different incentives. Payers want to reduce costs, organizations want to maximize profits, and providers are often expected to serve both-controlling costs while generating revenue. Even within a single organization, many factors affecting quality, cost, and strategy must be simultaneously addressed.
In this paper we attempt to describe several new areas of policy and payment incentives that require emergency medicine and hospital medicine to collaborate more closely with post-acute care departments to reduce avoidable hospitalization and readmission. Emergency medicine physicians and hospitalists making admission-discharge decisions are critical participants in delivery of the objectives not only of the Affordable Care Act but also of the hospitals and other environments in which they practice.
Post-Acute Care: A Brief Primer for the Hospital-based Physician
Each year, more than 10 million Medicare beneficiaries are discharged from hospitals into post-acute care settings. The total cost to Medicare of care delivered by skilled nursing facilities and certified home health agencies totaled $58 billion in 2010 [4] . These Medicare-covered services are only a small fraction of the total amount of long-term care provided, which is estimated to be over $190 billion per year [5] .
Although the sheer volume and cost of post-acute and long-term care included in these statistics is high, hospitalbased physicians typically do not have a complete understanding of post-acute and long-term care settings. Under the new pressures to reduce avoidable hospitalization from nursing facilities, and to reduce avoidable recurrent emergency department utilization and readmission, it is becoming more important for physicians to understand details of the capabilities of providers and services in nonhospital settings.
In brief, post-acute care is care provided after inpatient hospitalization. It can be thought of as short-term care, lasting less than 90 days, or long-term care, for patients requiring care for more than 90 days. Patients may move from short to longterm care, and also back to short-term (post-acute) care after a qualifying hospitalization. Both short-term and long-term care can be provided at home or in a facility.
Under Medicare fee-for-service, patients qualify for short-term post-acute care if they require skilled services, typically rehabilitative in nature, which are intended to restore a previous level of function. Rehabilitation can be further described as being acute or subacute, depending on the degree of disability and the number of hours per day a patient can actively participate in therapy. ''Rehab'' services can be provided at home, by Certified Home Health Agencies (CHHA) or in rehabilitation hospitals, rehabilitation units of hospitals, or skilled nursing facilities (SNFs).
Long-term care is focused on providing support for individuals who require significant assistance with the activities of daily living. This type of care may also be provided at home or in a nursing home. Medicare does not pay for ongoing long-term care, such as care required for personal care or general supervision. However, when a physician certifies that it is medically necessary to treat an illness or injury, Medicare will cover intermittent skilled nursing care, time-limited therapy, and medical social services, to help cope with the social, psychological, and medical issues that result from an illness. Medical social services in this context would include help accessing services and follow-up care, explaining how to use the healthcare system, and condition-specific education.
Payers differ in the specific care needs that are required to qualify for post-acute or long-term care. Many physicians are aware of some of the major Medicare payment criteria for post-acute care, for example the ''three-day rule,'' which specifies that a patient must be hospitalized for three days as an inpatient to qualify for post-acute skilled nursing facility care. Emergency medicine and hospitalist physicians may not realize that a patient who has had a ''three-day'' stay as an inpatient can be admitted to a skilled nursing facility within 30 days of that hospitalization; it need not be a direct discharge from the hospital to the facility.
Medicare Advantage, Medicaid fee-for service, Medicaid managed care, and commercial payers have different policies regarding the conditions for which short-term and long-term care are covered. Furthermore, Medicare patients may have access to post-hospital transitional care or post-acute services via any one of several types of payment that are now available. The important thing for hospital-based physicians to remember is that post-acute coverage policy is actively evolving; services that were not available to patients yesterday may be covered as part of a new payment initiative tomorrow.
New Payment Models Affecting the Hospital to PostAcute Continuum
The pressures that emergency medicine physicians, hospitalists, and post-acute providers feel to reduce avoidable emergency department utilization and readmission are a function of the numerous modifications to the current payment system (for example penalties) as payers attempt to introduce new payment models (for example global and bundled payments).
Fee for Service Models
Under the Affordable Care Act, the Centers for Medicare and Medicaid Services (CMS), is testing a new fee-for-service payment for post-discharge transitional care through the Community-based Care Transitions Program (CCTP) [6] . Hundreds of sites across the US are participating in the CCTP, which pays for a variety of transitional care services targeted at high-risk Medicare fee-for-service patients. In addition, CMS has approved new fee-for-service billing codes for post-discharge follow up, enabling physicians with an existing relationship with a Medicare patient to engage in telephonic and other virtual means of follow-up soon after hospital discharge; this provides incentive to ensure a face to face office visit occurs shortly thereafter [7] .
Bundled Payment Models
Another large program is the CMS Bundled Payment for Care Improvement initiative [8 • ]. If a bundled payment is made, a single pre-negotiated fee is paid to an entity which then assumes the risk for a defined episode of care and is responsible for distributing the revenue among all the care providers [9] . If the care costs less than expected, the cost savings are distributed. If it costs more than expected, the entity takes a loss. The unexpected costs of an emergency department visit or hospital readmission or other complications are the financial risks incurred in this model.
Shared Savings
Sharing savings arrangements are an approach devised to counter the incentives driving over-utilization in the feefor-service payment environment. Shared savings arrangements can be very diverse, but in essence the payer offers the provider a proportion of savings achieved for a defined population. Often shared savings arrangements include quality measures to ensure that savings are not achieved at the expense of appropriate utilization and quality care [10 • ]. CMS is testing shared savings through the Medicare Shared Savings Program [11] .
Global Payment
Global payment models are a form of capitation in which the provider receives a global payment, on a per-patient per month basis, to provide care for a population of patients. In this model, the providers take on a financial risk for the costs associated with the care of the population. Most of these population health-risk models have quality conditions included to protect the patient from receiving inadequate care [12] . CMS's Accountable Care Organization (ACO) program, as part of the Affordable Care Act, is the federal government's foray into a global capitation demonstration project [13] . At the state level, Medicaid-managed care organizations operate within global budgets for their members.
Readmission Penalties
Many providers are now working in a market and a context that is affected by these new payment models and unrelenting performance expectations. Most of the new payment models focus on reducing avoidable hospitalizations and readmission, placing emergency medicine, hospital medicine, and post-acute providers at the center of these efforts.
Medicare Hospital Readmission Reduction Program
The ''readmission penalty'' for Medicare fee-for-service patients was specifically authorized by the Affordable Care Act in 2010, and went into effect on October 1 2012. The ''readmission penalty'' is an adjustment to a hospital's Medicare fee-for-service payments, based upon whether the hospital is found to have excess (i.e. higher than expected) readmission. In short, hospitals with higher than expected readmission for specific conditions have their payments for all hospitalizations reduced. In 2012-2013, the maximum penalty hospitals could receive was a 1 % reduction in payments. In 2013-2014 the maximum penalty is 2 %, and the penalty rises to 3 % in 2014-2015 and beyond. The penalty was first calculated on the basis of allcause 30-day readmission after hospitalizations for acute myocardial infarction (AMI), congestive heart failure (CHF), and pneumonia (PNA). The penalties are now calculated on the basis of all-cause unplanned readmission after discharges for AMI, PNA, CHF, chronic obstructive pulmonary disease (COPD), and total hip and total knee arthroplasty. Starting in 2014, planned readmission (defined by a specific set of definitions) will be excluded from the readmission calculation for all three conditions.
Skilled Nursing Facilities Penalties for Potentially Avoidable Readmission
To align the incentives of hospital and skilled nursing facilities (SNF) to reduce unnecessary readmission, the Medicare Payment Advisory Commission (MedPAC) recommended that skilled nursing facilities also become subject to penalties for readmission. Readmission penalties for preventable hospital readmission from SNFs are scheduled to start in 2017. MedPAC also recommended that a measure be developed to address readmission that occur after discharge from SNF to home.
Readmission Penalties for Medicaid
Medicare is not the only payer implementing penalties for avoidable readmission. New York and Massachusetts are among a growing number of states that have developed readmission penalties for readmission among Medicaid patients [14, 15 • ]. As Medicaid expansion continues, states will increasingly shift populations into managed Medicaid plans; many plans have in place or are actively developing policies to penalize providers for higher than expected readmission.
Opportunities for Emergency Medicine, Hospital Medicine, and Post-Acute Care Providers to Collaborate to Achieve Common Performance Expectations
The rapid emergence and launch of new payment models and readmission penalties, including looming readmission penalties for skilled nursing facilities, places care coordination among the emergency department (ED)-hospitalpost-acute continuum as a focal point for hospital administrators and other stakeholders with the task of avoiding penalties or developing the capacity to thrive in a new payment environment (Table 1) .
Although there are many means of managing hospital admission for patients in post-acute care and/or living in long-term care, it fair to say that such intervention will often concentrate on the ED. Reducing the number of transfers to an ED and reducing the number of hospital admissions from the ED are central to the numerous approaches used to reduce avoidable ED visits, avoidable hospitalization, and readmission. Fortunately, several areas of best practice exist.
Shared Best Practice: Form A Cross-Continuum Team
The Institute for Healthcare Improvement's STAAR Initiative first outlined the concept of the ''cross-continuum team'' as essential for bringing together providers from across the continuum to develop a strategy to achieve an inherently inter-dependent outcome, for example reduced readmission [16 •• ] . The central system failure that the cross-continuum team is meant to mitigate is the lack of coordinated cross setting improvement efforts and the inability of providers in one setting to effectively understand the capabilities of providers in other settings. Emergency medicine, hospital medicine, and post-acute providers are the most frequent members of cross-continuum teams. Depending on the specific objective of your cross-setting work (i.e. avoid Medicare readmission penalties, avoid Medicaid readmission penalties, or succeed under episode-based payments for specific conditions), additional specific community-based care providers, for example community mental health and crisis teams, patient-centered medical homes, social service agencies, and elder service agencies, should be part of the effort.
Working with providers across settings to better coordinate transfers is emerging as standard best practice in hospitals across the US. Several examples of best practices and large-scale quality improvement efforts emphasize the importance of creating new working partnerships among ED, hospital, post-acute, and community based providers in ''cross continuum teams,'' including: STAAR Initiative (State Action on Avoidable Readmission) of the Institute for Healthcare Improvement, which Identifying patient-specific transitional care needs or risks of readmission is not the same thing as endeavoring to predict a patient's risk of readmission. Perhaps the best tool clinicians have to help prompt a thorough identification of risks of readmission is the ''8P'' tool found in the Better Outcomes for Older Adults through Safe Transitions (BOOST) toolkit [17] . In brief, the ''8P'' tool prompts clinicians to inquire about or identify patient-specific factors (''Ps''; for example polypharmacy, poor social support, etc.) that require attention in the transitional care plan to minimize the risk of readmission.
The observations made by hospital-based clinicians and post-acute clinicians regarding readmission risk can be captured by use of the 8P or other readmission risk identification instrument and subsequently shared with receiving clinicians at times of transition from one setting to another: in this way, the detailed assessments conducted in one setting can be sent to receiving clinicians across the continuum. The INTERACT quality improvement program provides invaluable guidance and specific tools for post-acute facilities regarding best practices to enable early identification of changes in clinical status, communication of these observations to a clinician, and initiation of protocol-driven responses to address these changes within the facility, before initiating a transfer to the ED. Taken together as a quality improvement initiative, INTERACT has helped post-acute facilities reduce avoidable hospital transfers by 30 % on average [19 •• ] .
Although many of the components of the INTERACT program are focused on improving SNF-based care to avoid a hospital transfer, equally important in the effort to improve transfers and reduce readmission for SNF patients are transfers to and from the SNF when they do occur. ED physicians and hospitalists should be aware of the enhanced communication tools that INTERACT provides to receiving ED physicians and admitting hospitalists. For example, the ''Nursing Home to Hospital Transfer Form'' is engineered to provide high-value, organized information to help the hospital-based physician understand the change in clinical status observed in the SNF that led to the hospital transfer. A ''Nursing Home Capabilities Checklist'' is also provided to hospital based physicians to help them better understand the specific clinical capabilities of the referring SNF; when safe and appropriate, these tools can help facilitate the decision to return a patient to the SNF after evaluation in the ED.
Similarly, upon hospital discharge, INTERACT has developed a ''Hospital to SNF'' Transfer Form and a companion tool ''Hospital to SNF Data Elements'' tool. These forms were developed on the basis of extensive field testing with SNFs to extract from receiving SNF clinicians the critical information they need when accepting a patient into their care. The quality improvement premise of these forms and these data elements is that the ''receiving'' clinician is the one who defines what information they need to safely and effectively receive a patient into their care. Shared Best Practice: Meaningful Communication and ''Warm Transfers'' Simple intervention, for example effective, focused, written and verbal communication strategies can reduce readmission. The INTERACT program includes a standardized hospital communication module which includes a focused reason for transfer, the contact information for the sending provider, and a statement of whether the patient can be returned to the facility after evaluation in the ED. The INTERACT packet also systematically includes documentation of objectives of care and last medication administration schedule. In addition, strategies to facilities verbal communication between post-acute and ED provider are essential when making admission decisions. Without a clear understanding of why a resident is transferred, and without clear documentation or communication of a resident's preferences, baseline status, and usual care needs, ED physicians can be inclined to admit the elderly or debilitated patient who's presenting problem is not well delineated on the assumption that the patient will be safer in the hospital rather than returned to their facility.
Shared Best Practice: Evaluate and Return
The INTERACT quality improvement program has also created a ''SNF capabilities'' tool that post-acute facilities can share with emergency department staff. This tool lists the specific types of nursing, diagnostic, and other services available at the facility. Use of this information in the emergency department can facilitate decisions to return the patient to the facility for ongoing care after evaluation in the ED is complete, rather than admitting the patient to the hospital.
Shared Best Practice: ED Care Managers
Because the emergency department is often followed by readmission, many successful readmission reduction efforts have involved intervention in the emergency department [16] . When a patient is identified in triage as recently discharged, an ED care manager can work with the patient, family, post-acute staff, and ED staff to clarify whether alternatives to (re)admission exist. In addition, ED care managers can develop a detailed working knowledge of post-acute facility capacities, for example on-site laboratories, radiology, and whether urgent evaluation is available on-site. These insights can assist the emergency medicine physician in determining whether it is safe to return a post-acute facility patient to the facility after evaluation in the ED, thus averting a readmission. Shared Best Practice: Individualized Care Plans A subpopulation of patients from long-term and post-acute settings can be expected to have subacute and chronic symptomatic manifestations of established illness. For these patients, an established plan of care should be documented and available to post-acute and emergency department staff. A common scenario from post-acute facilities is transfer for evaluation of ''agitation.'' Many patients with dementia have outbursts that are brief and have often resolved when the patient is in the ED, where they will then stay for long periods waiting for psychological evaluation and may be hospitalized to be ''stabilized'' when a short break from the situation may be all that is required, or the pattern of outburst is part of the expected progress of the illness. Without a coordinated plan of care for a response to such a brief, non-pathologic change in clinical status, patients are often hospitalized when no further active medical evaluation is required.
Conclusions
New payment models and expanding penalties for readmission are driving the need for greater collaboration between hospital-based physicians and post-acute providers. Fortunately, numerous examples of best practice exist. These include improving communication and collaboration in care across settings. Improved outcomes for patients, and improved results for costs of care will result from greater coordination and collaborative decision making at times of transition from one care setting to another.
